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INITIAL COMMENTS

This Statement of Deficiencies was generated as
the result of a complaint investigation conducted
at your center from February 5, 2008 through
March 13, 2008.

Complaint #17139 Substantiated (Tag: A 001;
A002; A003; A010; A058; A069, A077, A112;
A115; A116; A120; A124; A149, A158; A161,
A999)

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state or local laws.

The state licensure survey was conducted in
accordance with Chapter 449, Surgical Centers
for Ambulatory Patients, adopted by the State
Board of Health effective 9-27-99.

The following deficiencies were identified.

NAC 449.979 ADMINISTRATION

Except as otherwise provided by NAC 449.9835,
each ambulatory surgical center must have a
governing body, chaired by a principal in the
organization of the licensee, with legal authority
for the operation of the center.

This Regulation is not met as evidenced by:
Based on interview and document review, the
center failed to ensure there was a governing
body responsible for the operation of the center.

Findings include:

Interview
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On 02/06/08 in the morning, the director indicated
the last governing body meeting was held on July
15, 2005.

Document Review

Governing Body Duties and Responsibilities
signed by Governing Body Chairperson and
Administrator on 6/15/2000.

"The Governing Body assumes full legal
responsibility for determining, implementing and
monitoring policies governing the total operation
of the center. The Governing Body ensures that
these policies are and will be administered to
provide quality health care in a safe environment.
The Governing Body is and will be chaired by a
principal in the organization with legal authority
for the operation of the center.

The following are the duties and responsibilities
of the Governing Body:

I) To adapt a set of rules and regulations
regarding the election and operation of the
Governing Body to include:

a) criteria by which members and officers of the
Governing Body are selected, their terms of office
and their duties.

b) frequency of meetings.

c) annual revision and approval of adapted rules
and regulations..."

The center lacked documented evidence to verify
the Governing Body ensured each department
and services provided enforced and annually
reviewed written policies and procedures.

The last documented Governing Body meeting

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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The governing body shall:

1. Adopt a set of rules which include provisions
concerning:

(a) the criteria by which the members and officers
of the governing body are selected, their terms of
office and their duties;

(b) The frequency of its meetings; and

(c) The annual revision and approval of the rules
by the governing body.

This Regulation is not met as evidenced by:
Based on interview and document review, the
center failed to establish and execute its
governing body duties.

Findings include:

Interview

On 02/06/08 in the morning, the director indicated
the last meeting of the governing body was held
on July 15, 2005.

Document Review

Governing Body Duties and Responsibilities
signed by Governing Body Chairperson and
Administrator on 6/15/2000.

"The Governing Body assumes full legal

responsibility for determining, implementing and
monitoring policies governing the total operation
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Severity: 2 Scope: 3
A 02 NAC 449.9795 ADMINISTRATION A 02
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of the center. The Governing Body ensures
these policies are and will be administered to
provide quality health care in a safe environment.
The Governing Body is and will be chaired by a
principal in the organization with legal authority
for the operation of the center.

The following are the duties and responsibilities
of the Governing Body:

I) To adapt a set of rules and regulations
regarding the election and operation of the
Governing Body to include:

a) criteria by which members and officers of the
Governing Body are selected, their terms of office
and their duties.

b) frequency of meetings.

¢) annual revision and approval of adapted rules
and regulations.

II) To arrange for the minutes of Governing Body
meetings to be taken and available to all
members.

IlI) To appoint a qualified administrator

IV) For appoint committees an approved
coordinators as listed below:

a) To appoint the following committees:

i) Infection control

ii) Pharmacy

i) Performance Improvement
iv) Safety

b) To approve coordinators for the following:
i) Safety

ii) Security
iii) Hazardous Materials

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
STATE FORM 6899 IX5111 If continuation sheet 4 of 41



PRINTED: 03/21/2008

FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
NVS3066ASC 03/13/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHADOW MOUNTAIN SURGICAL CENTER 7135 WEST SAHARA
v u LAS VEGAS, NV 89117
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A 02| Continued From page 4 A 02

iv) Emergency Preparedness
v) Medical Equipment

vi) Life Safety

vii) Utilities Management

viii) Infection Control

ix) Performance Improvement
x) Medication Control

xi) Central Supply

V) To review the activities, findings and
recommendations of all committees.

VI) To develop written policies for the personnel
employed at the center.

VIl) To approve policies and procedures of the
center and it's Medical Staff annually.

VIII) To review and approval/disapprove each
application for privileges of Medical Staff
members.

It is the responsibility of the Governing Body at
the center that each department of the center
adapts, enforces and annually reviews written
policies and procedures."

The center lacked documented evidence to verify
the Governing Body ensured each department
and services provided were enforced and the
written policies and procedures were reviewed
annually.

The last documented Governing Body meeting
was held on 7/15/05 at 5:20 PM. The pharmacy,
performance improvement, infection control,
safety committee meeting minutes were last
documented at the Governing Body meeting held
on 7/15/05.

The center lacked documented evidence of a list
of governing body members, their selection
criteria, terms of office, duties, meeting
frequency, or annual review.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Severity: 2 Scope: 3

A 03 NAC 449.9795 ADMINISTRATION A03

The governing body shall:

2. Arrange for minutes of its meetings to be taken
to record the business conducted. These minutes
must be available to all members.

This Regulation is not met as evidenced by:
Based on interview and document review, the
facility failed to maintain and make available
governing body meeting minutes.

Findings include:

Interview

On 02/06/08 in the morning, the director indicated
the last governing body meeting was held on July
15, 2005.

Document Review

The center lacked documented evidence of
governing body meetings or the minutes from the

governing body meetings.

CPT #17139
Severity: 2 Scope: 3

A 10 NAC 449.980 Administration A10

The governing body shall ensure that:

7. The center adopts, enforces and annually
reviews written policies and procedures required
by NAC 449.971 to 449.996, inclusive, including

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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an organization chart. These policies and
procedures must:
(a) Be approved annually by the governing body.

This Regulation is not met as evidenced by:
Based on interview and document review, the
center failed to have the governing body conduct
annual reviews of the policies and procedures.

Findings include:
Interview

On 02/06/08 in the morning, the director indicated
the last governing body meeting was held on July
15, 2005.

Record review

The center lacked documented evidence the
policy and procedures were reviewed annually.

CPT #17139
Severity: 2 Scope: 3

NAC 449.9812 Program for Quality Assurance

1. The administrator of an ambulatory surgical
center shall establish a program for quality
assurance for the center.

This Regulation is not met as evidenced by:
Based on interview and document review, the
center failed to establish a quality assurance
program.

Findings include:

Interview

A 10

A58
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On 2/06/08 in the morning, the director indicated
the last meeting of the governing body was held
on July 15, 2005.

Document Review
Governing Body By-laws were signed on 6/15/00.

"...For appointing committees, approved
coordinators are as listed below:

The following states the duties and
responsibilities of the Governing Body:

a) To appoint the following committees:

i) Infection control

ii) Pharmacy

i) Performance Improvement
iv) Safety

b) To approve coordinators for the following:

i) Safety

ii) Security

iii) Hazardous Materials

iv) Emergency Preparedness
v) Medical Equipment

vi) Life Safety

vii) Utilities Management

viii) Infection Control

ix) Performance Improvement
x) Medication Control

xi) Central Supply

V) To review the activities, findings and
recommendations of all committees.

VI) To develop written policies for the personnel
employed at the center.

VIl) To approve policies and procedures of the

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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center and it's Medical Staff annually.

VIII) To review and approval/disapprove each
application for privileges of Medical Staff
members.

Responsibilities:

It is the responsibility of the Governing Body at
the center that each department or service of the
center adapts, enforces and annually reviews
written policies and procedures..."

The last documented Governing Body meeting
was held on 7/15/05 at 5:20 PM.

At the Governing Body meeting held on 07/15/05,
the pharmacy, performance improvement,
infection control, safety committee provided
reports to the membership.

The center lacked documented evidence to verify
the center conducted an ongoing, comprehensive
self assessment of the quality of care.

The center lacked documented evidence the
administrator established a quality assurance
program.

CPT #17139
Severity: 2 Scope: 3

NAC 449.9812 Program for Quality Assurance

2. The program for quality assurance must
include, without limitation:

(g) Procedures for identifying and addressing any
problems or concerns related to the care

provided to patients using the medical records of
the center and any other sources of data that may
be useful to identify previously unrecognized

A 58

A 69
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concerns, and for assessing the frequency,
severity and sources of suspected problems and
concerns. The procedures must include, without
limitation, procedures for assessing:

(6) The procedures used to control infection.
This Regulation is not met as evidenced by:
Based on interview, the center failed to ensure
the program for quality assurance included
procedures for identifying and addressing any
problems related to the care provided to patients
and any other sources of data that may be useful
to identify previously unrecognized concerns and
for assessing the frequency, severity and sources
of suspected problems and concerns.

Findings include:
Document Review

The facility could not provide evidence that it was
a third party medical device reprocessor
registered with the FDA (Food and Drug
Administration) in accordance with 21 CFR Part
820.

An incident report, dated 9/26/07 at 10:30am,
indicated: "While unpacking a shipment of used
surgical blades | was cut on my right index finger.
The cut was about 4mm (millimeters) long and
3mm deep. There was no policy and procedure
for this so | wash the wound for 5 minutes and
rinsed and reported the incident to the DON
(director of nursing) at the time." The names of
the witnesses were listed on the incident report.

Confidential information
"On or about 9/26/07", an employee "sustained a

4mm wide and 3mm deep laceration while
unpacking a shipment of used single use surgical

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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blades contaminated with blood and other body
fluids. The blades were shipped from a center in
Indiana after the blades were used for cataract
procedures. In an effort to save money the blades
were shipped from Indiana to the center in Las
Vegas acting on orders from the Administrator.
The blades were taped to the inside of a red file
folder with package taped along with used
sharps. The blades were identified as single use
Crescent knife by Alcon."

Interview

On 2/5/08 at 6:15pm, the director indicated the
Medical Director used and reprocessed blades
for single use. The blades were cleaned in
another state and sent to the Las Vegas center
then sterilized and reprocessed. The blades can
be reused. The knives were identified as
Crescent 3mm used for cataract surgery.

On 3/13/08 in the morning, the Director indicated
the FDA (Food and Drug Administration) stated if
the blades were sterilized and reprocessed, the
blades could be reused.

On 3/13/08 in the afternoon, the Gl technician
indicated the blades were sterilized, however, the
blades were not used since October 2007.

There was no documented evidence to verify the
single use Crescent knives were approved for
reuse.

Observation

On 3/13/08 in the afternoon, a tour of the sterile
supply area near the main autoclave revealed a
garbage container with refuse. This garbage
container was located adjacent to the metal
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shelving which stored sterile instruments. There
was a tray of uncovered surgical equipment that
was identified as clean on the metal shelving.
There was no label on the tray to indicate the
scrub technician would sterilize the tray prior to
use.

There were three pieces of equipment the Force
Z (Electrosurgical Generator), Life Air 1000 and
AMSCO Surgical 2080 were stored in the sterile
supply area. The equipment was not considered
sterile; however, the scrub technician identified
the equipment was clean. There were no
identifying labels that indicated the equipment
was cleaned before being placed in the area.

Interview

On 3/13/08 in the afternoon, the scrub technician
indicated the tray of instruments would be
sterilized prior to use in the operating room.

CPT #17139

Severity: 3 Scope: 3

A 77| NAC 449.9813 Committee for Quality Assurance ATT

1. The governing body shall establish a
committee for quality assurance.

This Regulation is not met as evidenced by:
Based on interview and document review, the
center failed to establish a quality assurance
committee.

Findings include:

Interview

On 2/7/08 in the morning, the director indicated

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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the last meeting of the governing body was held
on July 15, 2005.

Document Review
Governing Body By laws signed on 6/15/00.

"...For appoint committees an approved
coordinators as listed below:

The following states the duties and
responsibilities of the Governing Body.

a) To appoint the following committees:

i) Infection control

ii) Pharmacy

iii) Performance Improvement
iv) Safety

b) To approve coordinators for the following:

i) Safety

ii) Security

iii) Hazardous Materials

iv) Emergency Preparedness
v) Medical Equipment

vi) Life Safety

vii) Utilities Management

viii) Infection Control

ix) Performance Improvement
x) Medication Control

xi) Central Supply

V) To review the activities, findings and
recommendations of all committees.

VI) To develop written policies for the personnel
employed at the center.

VIl) To approve policies and procedures of the
center and it's Medical Staff annually.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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VIIl) To review and approval/disapprove each
application for privileges of Medical Staff
members.

Responsibilities:

It is the responsibilities of the Governing Body at
the center that:

Each department or service of the center adapts,
enforces and annually reviews written policies
and procedures..."

The last documented Governing Body meeting
was held on 7/15/05 at 5:20 PM.

At the Governing Body held on 7/15/05, the
pharmacy, performance improvement, infection
control, and the safety committee provided
reports to the membership.

The center lacked documented evidence to verify
the center conducted an ongoing, comprehensive
self assessment of the quality of care.

CPT #17139
Severity: 2 Scope: 3

NAC 449.9855 PERSONNEL

2. Each employee of the center must:

(a) Have a skin test for tuberculosis in
accordance with NAC 441A.375. A record of
each test must be maintained at the center.

This Regulation is not met as evidenced by:
Based on interview and document review, the
facility failed to maintain tuberculin screening test
records for its employees ( #2, #3, #3, #4, #10,
#13, #16, #17, and #18).

Findings include:

ATT

A112
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NAC 441A.375 Medical facilities, facilities for the
dependent and homes for individual residential
care: Management of cases and suspected
cases; surveillance and testing of employees;
counseling and preventive treatment. (NRS
441A.120)

1. A case having tuberculosis or suspected case
considered to have tuberculosis in a medical
facility or a facility for the dependent must be
managed in accordance with the guidelines of the
Centers for Disease Control and Prevention as
adopted by reference in paragraph (h) of
subsection 1 of NAC 441A.200.

2. A medical facility, a facility for the dependent or
a home for individual residential care shall
maintain surveillance of employees of the facility
or home for tuberculosis and tuberculosis
infection. The surveillance of employees must be
conducted in accordance with the
recommendations of the Centers for Disease
Control and Prevention for preventing the
transmission of tuberculosis in facilities providing
health care set forth in the guidelines of the
Centers for Disease Control and Prevention as
adopted by reference in paragraph (h) of
subsection 1 of NAC 441A.200.

3. Before initial employment, a person employed
in a medical facility, a facility for the dependent or
a home for individual residential care shall have
a:

(a) Physical examination or certification from a
licensed physician that the person is in a state of
good health, is free from active tuberculosis and
any other communicable disease in a contagious
stage; and

(b) Tuberculosis screening test within the
preceding 12 months, including persons with a
history of bacillus Calmette-Guerin (BCG)
vaccination.
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If the employee has only completed the first step
of a 2-step Mantoux tuberculin skin test within the
preceding 12 months, then the second step of the
2-step Mantoux tuberculin skin test or other
single-step tuberculosis screening test must be
administered. A single annual tuberculosis
screening test must be administered thereafter,
unless the medical director of the facility or his
designee or another licensed physician
determines that the risk of exposure is
appropriate for a lesser frequency of testing and
documents that determination. The risk of
exposure and corresponding frequency of
examination must be determined by following the
guidelines of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(h) of subsection 1 of NAC 441A.200.

4. An employee with a documented history of a
positive tuberculosis screening test is exempt
from screening with skin tests or chest
radiographs unless he develops symptoms
suggestive of tuberculosis.

5. A person who demonstrates a positive
tuberculosis screening test administered pursuant
to subsection 3 shall submit to a chest radiograph
and medical evaluation for active tuberculosis.

6. Counseling and preventive treatment must be
offered to a person with a positive tuberculosis
screening test in accordance with the guidelines
of the Centers for Disease Control and
Prevention as adopted by reference in paragraph
(g) of subsection 1 of NAC 441A.200.

7. A medical facility shall maintain surveillance of
employees for the development of pulmonary
symptoms. A person with a history of tuberculosis
or a positive tuberculosis screening test shall
report promptly to the infection control specialist,
if any, or to the director or other person in charge
of the medical facility if the medical facility has not
designated an infection control specialist, when
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any pulmonary symptoms develop. If symptoms
of tuberculosis are present, the employee shall
be evaluated for tuberculosis.

(Added to NAC by Bd. of Health, eff. 1-24-92; A
by R084-06, 7-14-2006)

Interview

On 02/05/08 in the morning, the director was
asked to provide tuberculin test documentation
for all employees. The director indicated
documentation for several employees would be
faxed to the facility.

Document Review
The following employee files were reviewed:

Employee #2 (no date of hire), lacked
documented evidence of a tuberculin screening
test.

Employee #3 date of hire 4/6/06, lacked
documented evidence of a tuberculin screening
test.

Employee #4 (no date of hire), lacked
documented evidence of a tuberculin screening
test.

Employee #5 (no date of hire), lacked
documented evidence of a tuberculin screening
test.

Employee #10 (no date of hire), lacked
documented evidence of a tuberculin screening
test.

Employee #13 (no date of hire), lacked
documented evidence of a tuberculin screening
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test.

Employee #16 (no date of hire), lacked
documented evidence of a tuberculin screening
test.

Employee #17 (no date of hire), lacked
documented evidence of a tuberculin screening
test.

Employee #18 (no date of hire), lacked
documented evidence of a tuberculin screening
test.

CPT #17139
Severity: 2 Scope: 3

A113) NAC 449.9855 Personnel A113

2. Each employee of the center must:

(b) Within 10 days after the date of his
employment, and periodically thereafter, be
instructed in the control of infections, the
prevention of fires, the safety of the patients,
preparation in case of disaster, and the policies
and procedures of the center.

This Regulation is not met as evidenced by:
Based on document review, the facility failed to
ensure the employees received instruction in
infection control, fire prevention, patient safety,
disaster preparation, and the center's policies and
procedures for 18 of 18 staff personnel.

Findings include:
Document Review
The personnel files lacked documented evidence

the employees were instructed in infection
control, fire prevention, patient safety, disaster

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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3. A current and accurate personnel record for
each employee of the center must be maintained
at the center. The record must include, without
limitation:
(a) A job description that:

(2) Is signed by the employee.
This Regulation is not met as evidenced by:
Based on interview and record review, the facility
failed to maintain signed job descriptions in its
personnel files for 18 of 18 staff members.

Findings include:
Interview

On 02/05/08 in the afternoon, the director
provided the printed job descriptions.

Document Review

A review of personnel files for Employees #1, #2,
#3, #4, #5, #6, #7, #8, #9, #10, #11,

#12, #13, #14, #15, #16, #17, #18 revealed there
was no documented evidence of a signed job
descriptions indicating the employees knew their
job duties and responsibilities.

CPT #17139
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preparation, and policies and procedures.

The center was unable to produce documented

evidence the employees were instructed in

infection control, fire prevention, patient safety,

disaster preparation, and policies and

procedures.

Severity: 2 Scope: 3

A115 NAC 449.9855 Personnel A115

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.

STATE FORM

6699 IX5111

If continuation sheet 19 of 41




PRINTED: 03/21/2008

FORM APPROVED
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
NVS3066ASC 03/13/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SHADOW MOUNTAIN SURGICAL CENTER 7135 WEST SAHARA
v u LAS VEGAS, NV 89117
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

A115| Continued From page 19 A115

Severity: 1 Scope: 3

A116) NAC 449.9855 Personnel A116

3. A current and accurate personnel record for
each employee of the center must be maintained
at the center. The record must include, without
limitation:

(b) Evidence that the employee has obtained any
license, certificate or registration, and possesses
the experience and qualifications, required for the
position held by the employee.

This Regulation is not met as evidenced by:
Based on interview and document review, the
center failed to ensure employees required to
main a license had a current license in the
personnel file for 2 of 18 employees (#10, #18).

Findings include:
Interview

On 02/05/08 in the afternoon, the director
indicated there was no personnel file for
employee #18.

Document Review

The personnel file for Employee #10, an agency
nurse, lacked documented evidence the
professional license was valid and current.

The center lacked documented evidence
Employee #18, Acting Director of Nursing, had a
valid and current professional license.

CPT #17139
Severity: 2 Scope: 3
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2. The governing body, or a person or committee
designated by the governing body, shall appoint
the members of the medical staff and grant, deny
and withdraw the privileges to be accorded
members of the medical staff as it deems
appropriate. Appointments to the medical staff
must be made in writing and must be
documented in the records of the center.

This Regulation is not met as evidenced by:
Based on interview and document review, the
center failed to ensure the medical staff had
privileges approved by the governing body and
documented in the credentialing file.

Findings include:
Interview

On 02/06/08 in the morning, the director indicated
the last governing body meeting was held on July
15, 2005.

Document Review

Governing Body Duties and Responsibilities
signed by Governing Body Chairperson and
Administrator on 6/15/2000.

"The Governing Body assumes full legal
responsibility for determining, implementing and
monitoring policies governing the total operation
of the center. The Governing Body ensures that
these policies are and will be administered to
provide quality health care in a safe environment.
The Governing Body is and will be chaired by a
principal in the organization with legal authority
for the operation of the center.
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The following are the duties and responsibilities
of the Governing Body:

I) To adapt a set of rules and regulations
regarding the election and operation of the
Governing Body to include:..

VIl) To approve policies and procedures of the
center and it's Medical Staff annually.

VIIl) To review and approval/disapprove each
application for privileges of Medical Staff
members.

It is the responsibility of the Governing Body at
the center that each department at the center
adapts, enforces and annually reviews written
policies and procedures..."

The credentialing files documented the following:

On 11/10/06, Physician #1 had privileges
approved for 90 days. The file lacked
documented evidence the physician was currently
privileged to practice in the center.

On 7/21/06, Physician #3 had privileges approved
for 6 months. The file lacked documented
evidence the physician was currently privileged to
practice in the center.

On 11/12/06, Physician #4 had privileges
approved for 90 days. The file lacked
documented evidence the physician was currently
privileged to practice in the center.

On 11/12/06, Physician #5 had privileges
approved for 90 days. The file lacked
documented evidence the physician was currently
privileged to practice in the center.

On 3/3/03, Physician #6 was granted privileges.
The file lacked documented evidence the
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physician was currently privileged to practice in
the center.

On 9/14/07, Physician #10 was granted privileges
until 12/14/07. The file lacked documented
evidence the physician was currently privileged to
practice in the center.

The file for Physician #12 lacked documented
evidence the physician was approved for
privileges to practice in the center.

CPT #17139
Severity: 2 Scope: 3

A124) NAC 449.988 Nursing Staff A124

1. Each ambulatory surgical center must have a
department of nursing under the direction of a
chief nurse who is a registered nurse.

This Regulation is not met as evidenced by:
Based on interview and document review, the
facility failed to ensure the nursing department
was directed by a registered nurse.

Findings include:

Interview

On 02/05/08 in the afternoon, the director
indicated the Acting Director of Nursing
(Employee #18) had no current personnel file.
Document Review

The center lacked documented evidence the
Acting Director of Nursing (Employee #18) was a

licensed registered nurse.

CPT #17139
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Severity: 2 Scope: 3
A149 NAC 449.989 Medical Records: Contents A149

The medical record of each patient must be
complete, authenticated, accurate and current,
and must include the following information:

12. A summary of discharge, including, without
limitation, the disposition of the patient and any
recommendations and instructions given to the
patient.

This Regulation is not met as evidenced by:
Based on record review, the center failed to
ensure every record contained any
recommendations and instructions given to the
patient for 6 of 15 patients in the sample.(#1, #5,
#6, #8, #9, #14)

Findings include:
Patient #1

On 12/14/07, Patient #1 had an excision of
Pterygium with conjunctival graft of the left eye.
There was no evidence discharge instructions
were provided to the patient at discharge.

Patient #5

On 1/4/08, Patient #5 had a Cataract Extraction
with Intraocular lens implant to the left eye. There
was no documented evidence the patient was
provided discharge instructions.

Patient #6

On 10/12/07, Patient #6 had an Excision of
Conjunctival cyst of the right eye. There was no
documented evidence to verify the biopsy results
were obtained from the laboratory as of 2/6/08.
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There was no documented evidence the patient
was provided discharge instructions.

Patient #8

On 12/14/07, Patient #8 had an Excision of
Pterygium with conjunctival graft right eye. There
was no documented evidence to verify the patient
was provided discharge instructions.

Patient #9

On 11/21/07, Patient #9 had a lasik procedure for
a refractive error of the left eye. There was no
documented evidence to verify discharge
instructions were provided to the patient.

Patient #14

On 12/19/07, Patient #14 had a Bunionectomy of
the right foot. There was no documented
evidence discharge instructions were available for
review.

Severity: 2 Scope: 3

A152) NAC 449.9895 Sterilization A152

2. If these materials are sterilized on the
premises, the process of sterilization must be
supervised by a person who has received
specialized training in the operation of that
process, including training in methods of testing
to verify the efficiency of the process.

This Regulation is not met as evidenced by:
Based on interview and personnel record review,
the center failed to ensure the process for
sterilization was supervised by a person who had
received specialized training in the operation of
the sterilization process.
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Findings include:
Document Review

There was no documented evidence to verify the
scrub technicians ( Employees #2, #3) were
supervised by a person who had received
specialized training in the operation of the
sterilization process and the training in the
methods of testing to verify the efficiency of the
process was evaluated.

Interview

On 3/13/08 in the afternoon, interviews with the
technicians indicated there was no formal training
at the center for the sterilization process.

Severity: 2  Scope: 3

A153) NAC 449.9895 Sterilization A153

3. Instructions for operating any autoclave or
sterilizer must be posted near the equipment, and
this equipment must be maintained in a safe
operating condition.

This Regulation is not met as evidenced by:
Based on observation and interview, the center
failed to ensure the instructions for operating the
autoclave and sterilizer must be posted near the
equipment.

Findings include:
Interview
On 3/13/08 in the afternoon, the Gl technician

indicated the instruction manual for operating the
sterilizer was kept on the inside door of the
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3. At the time the medication is administered, the
patient must be identified and the medication
must be identified as being ordered for that
patient and recorded in the medical record of the
patient.

This Regulation is not met as evidenced by:
Based on record review, the center failed to
ensure the patients medications were identiifed
as ordered for that patient and recorded in the
medical record for 5 of 5 patients in the sample
(#2, #4, #10, #11, #13).

Findings include:
Patient #2
Record Review

On 2/6/08, Patient #2 had a Cataract Extraction
with Intraocular lens implant left eye.

The physician's pre-operative orders stated: Instill
the following drops in the operative eye:

a
b
c
d

0.5% Proparacaine 1 gtt. (drop) time 1
Ocufen 0.03% 1 gtt every 15 minutes times 4
1% Cyclogel 1 gtt every 5 minutes times 2
Phenylephrine 2.5% 1 gtt every 5 minutes

—_ — — —
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sterilizer door.

Observation

On 3/13/08 in the afternoon, the instruction

manual for operating the sterilizer was not located

on the inside door.

Severity: 2 Scope: 3

A157] NAC 449.990 Medication and Treatment A157
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times 2
e) Tropicamide 1% 1 gtt every 5 minutes times 2

The Admit/PACU (post anesthesia care unit)/
Recovery Sheet had a pre printed list of the
pre-operative eye drops to be given.The pre-
printed form listed Phenylephrine 2.5% 1 gtt
(drop) every 15 minutes times 3. The licensed
nurse administered the eyes gtts (drops) times
three times, not 2 times a per the physician's
orders. The licensed nurse did not document the
specific times the pre- operative eye drops were
given.

Patient #4
Record Review

On 10/29/07, Patient #4 had a Ostectomy left foot
with an Excision of Neuroma left foot. On
10/29/07 at 1325 (1:25pm) , the patient received
Demerol 12.5mg. intravenously. There was no
evidence to verify a physician's order was
obtained.

Patient #10
Record Review

On 11/26/07, Patient #10 had a Pterygium
Excision of the left eye.

The physician's order indicated:

1. On arrival, if the patient is 21 years of age or
older, give 0.5mg Ativan.

2. On arrival, instill one drop of Ocufen in the
operative eye.

3. 90 minutes prior to surgery. Begin the dilation
eye drop series: a) Ocufen one gtt. (drop) every
15 minutes time 3, in eye to be operated; b) 1%

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Cyclogel, one drop every 15 minutes time 3, in
eye to be operated; c) 2.5% Phenylephrine, one
drop, every 15 minutes times 3, in eye to be
operated; d.) Vigamox one drop, every 15
minutes times 3; in eye to be operated.

4. 20 minutes prior to surgery, apply Honan
Balloon to operative eye.

5. 30 minutes prior to surgery, instill 4%
non-preserved Xylocaine in the operative eye
every 10 minutes times 3.

6. 60 minutes prior to surgery, begin the following
eye drop series:

a. 0.5% Proparacaine, one drop in operative eye.
b. 1% Pilocarpine one drop every 5 minutes times
4, in eye to be operated.

7. 30 minutes prior to surgery, begin the following
eye drop series:

a. 0.5% Procarpine, one drop in operative eye.

b. 2.5% Phenylephrine, one drop every 5 minutes
times 4 in eye to be operated.

On 11/26/07 at 6:50am, the patient received
Valium 0.5mg po (orally). There was no evidence
to verify a physician's order was obtained to
administer Valium. There was no documented
evidence to verify the licensed nurse
administered the operative eye drops as per the
physician's orders.

Patient #11
Record Review

On 11/8/07, Patient #11 had a cataract extraction
of the left eye.

The physician's preoperative orders revealed:

1. Ocufen (did not identify % to be administered),
Phenylephrine 2.5% and Cyclogyl -1%. one drop
every 5 minutes times 3, start one hour prior
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2. Xylocaine 4% non preserved, one drop every 5
minutes times 3, start 20 minutes prior.

On the preoperative section of the "Admit/PACU/
Recovery Sheet, the licensed nurse documented
the following:

1. Ocufen 0.03%, Phenylephrine 2.5% and
Cyclogel -1%. one drop every 5 minutes times 3,
start one hour prior. The licensed nurse
documented one drop of each eye drop was
administered at 11:55am in the left eye, not 3
times as per the physician's order.

2. Xylocaine 4% non preserved, one drop every 5
minutes times 3, start 20 minutes prior. At
11:55am, the licensed nurse documented
Xylocaine 4% non-preserved one drop in the right
eye not the left eye. The licensed nurse failed to
follow the physician's order for the administration
of the pre-operative eye drops.

Patient #13
Record Review

On 11/30/07, Patient #13 had a Cataract
Extraction to the left eye with lens implant.

On 11/30/07, the physician's pre-operative orders
revealed:

As needed for the associated intraocular
procedure, instill the following drops in the
operative eye:

a) Proparacaine 0.5% one drop time 1 every 15
minutes times 2.

b) Tropicamide (Mydriacyl) 1% 1 drop every 15
minutes times 2.

c) Phenylephrine 2.5% 1 drop every 15 minutes
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STATE FORM 6899 1X5111 If continuation sheet 30 of 41



PRINTED: 03/21/2008
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

NVS3066ASC

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
COMPLETED

03/13/2008

NAME OF PROVIDER OR SUPPLIER

SHADOW MOUNTAIN SURGICAL CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE

7135 WEST SAHARA
LAS VEGAS, NV 89117

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

A157

A158

Continued From page 30

times 2

d) Zymar 0.3% 1 drop every 15 minutes times 2
e) Acular 0.5% one drop time 1

f) As needed may repeat b and c above times 1
to achieve fair to good dilation of the operative
eye.

The licensed nurse documented:

Proparacaine 0.5% times 3 administered, not one
as per MD order.

Tropicamide (Mydriacyl) 1% 1 drop every 15
minutes times 2 was not administered.

Zymar 0.3% was not administered.

Acular 0.5% one drop times 3 was administered,
not 1 as per MD order.

Cyclogel times 3 was administered. There was no
physician's order to administer the Cyclogel.

There was no documented evidence to verify the
licensed nurse identified the operative eye prior to
administration of the eyes drops.

Severity: 2 Scope: 3

NAC 449.990 Medication and Treatment

4. Records must be maintained for any substance
listed as a schedule |l controlled substance
pursuant to chapter 453 of NRS. Any such record
must indicate the name of the patient, the name
of the prescriber, the name of the controlled
substance, the strength and dose administered,
and the balance of the controlled substance
remaining. A count must be made of all such
controlled substances at the change of each
nursing shift by a nurse from each shift. The
count must be authenticated by both nurses.
This Regulation is not met as evidenced by:
Based on document review, the facility failed to
maintain complete records of administered

A157

A158
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controlled substances.
Findings include:
Document Review

The Controlled Substance Administration Record
documented the tracking of the following
medications Demerol 50 mg (milligram)/ml
(milliliter), Fentanyl 100 mcg (micrograms)/2 ml,
Morphine 10 mg/ml, Versed 1 mg/ml, Alprazolam
0.5 mg tablet, Alprazolam 1 mg tablet, and
Versed syrup 5 mg/2.5 mi.

The Controlled Substance Administration
Records from August 30, 2007 to March 13, 2008
indicated the following incomplete documentation
by the center:

1. Failing to indicate the amount of the drug
administered

2. Failing to indicate the amount of the drug not
administered.

3. Failing to indicate the route of the drug
administered.

4. Failing to indicate the physician involved.

5. Failing to indicate who administered the drug.
6. Failing to indicate who co-signed drugs wasted
(if any).

7. Failing to indicate a controlled substance count
for surgical shifts.

The center's policy Care of Patients: Controlled
Drug Management (#312) dated 6/15/00 and
revised on 10/12/00, documented the following:

"The licensed registered nurses (RN), under the
order of a physician, and physicians themselves
administer controlled medications during patient
care atthe ___ (center). The ___ (center)
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follows all Federal and State regulations
regarding controlled medications...

3. When controlled medication(s) are dispensed
from the locked box, the licensed registered
nurse or the physician will sign out for the
medications in the Narcotic Log Book.

4. If a controlled medication is wasted in whole or
in part, two licensed health professionals (two
RN's or a physician and an RN), will witness the
wastage and both persons will sign for the
wastage on the narcotic sheet for that controlled
medication.

5. At the beginning and end of the surgical day,
two licensed nurses will count the remaining
balance amount of controlled medication and
verify that the count is correct. Both nurses will
authenticate the count by signing their names in
the narcotic count log..."

CPT #17139
Severity: 2 Scope: 3

A161) NAC 449.9902 Emergency Equipment/Supplies A161

1. An ambulatory surgical center must be
equipped with:

(a) A cardiac defibrillator;

(b) A tracheostomy set; and

(c) Such other emergency medical equipment
and supplies as are specified by the members of
the medical staff.

This Regulation is not met as evidenced by:
Based on observation, interview and document
review, the center failed to ensure the crash cart
and anesthesia carts were stocked with
emergency medical equipment and supplies.
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Findings include:
Observation

The following was observed on 2/6/08 between
11:30AM and 12:30PM:

The crash cart had a four page checklist of
equipment and supplies. The checklist indicated
equipment and supplies to be stocked in the
cart's drawers.

The following items were missing from drawer
one: Calcium Chloride 10% 10 milliliters(ml),
potassium chloride 40 milliequivalents/20ml, solu
medrol 125 milligrams (mg), and glucagon 1mg.

The following items were expired in drawer one:
Two glass vials of levophed 4mg/ml expired
01/01/08, and a nitroquick 0.4mg/1/150grain
container expired 01/08.

The following items were missing from drawer
two: Mannitol 25% 12.5Gram/ml, Sodium
Bicarbonate 8.4%/10ml syringe, and Sodium
Bicarbonate 4.2%/10ml syringe.

The following item was expired in drawer two:
Atropine 1mg/10ml syringe expired 02/01/08.

The following items were expired in drawer three:
Two 18 gauge needles expired 08/05, two 22
gauge needles expired 11/05, two 24 gauge Jelco
needles expired 01/06, Dextrose 5% in 500ml of
water solution expired 01/08, intravenous
extension tubing 43" and 85" expired 11/00, and
one Buretrol solution set 88" 60 drops/cubic
centimeters expired 04/98.

The following items were expired in drawer four:
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two endotracheal tubes 6.0 expired 11/07, two
low pressure cuff endotracheal tubes 8.0 expired
03/07, four sterile tongue blades expired 06/04,
and the following naso airways: 24French (F)
expired 01/05, 28F expired 01/05, 30F expired
02/05, 32F expired 10/04, 34F expired 09/04, and
one lidocaine topical administration kit expired
05/07.

The following items were expired in drawer five:
Two central line kits expired 12/06 and one
cricothyrotomy set expired 04/05.

Interview

On 02/07/08 in the afternoon, the contracted
pharmacist revealed there should have been
checklists for the anesthesia carts and the crash
cart list was outdated and needed updating.

On 2/7/08 in the afternoon, the director indicated
that when the anesthesia carts were checked, the
checklists had disappeared.

Document Review

The Care of Patients: Emergency Crash Cart,
Medication Carts (Policy #321) dated 6/15/00 and
revised on 10/15/00 documented the following:

"The __ (center) uses carts to organize
medications and supplies for immediate access
and for emergency situations.

1. Emergency Crash Cart:

A. An emergency "Crash Cart" is available for
use in any area where patients are treated. The
Crash Cart contains medications and emergency
equipment to properly handle and care for an
emergency situation. Medications ar available as
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requested by the Medical Staff as listed in the __
(center) drug formulary. Medications listed in the
ACLS (Advance Cardiac Life Support) guidelines
for the emergency care are available.

B. The defibrillator and the laryngoscopes that
are on top of the crash cart are checked every
surgery day to assure their correct functioning.
The portable oxygen tank that is affixed to the
Crash Cart is also checked. These checks are
documented on the log sheet located on the
Crash Cart.

C. The Crash Cart is secured with a numbered
lock to preserve its completeness and to prevent
unauthorized entry. The lock is broken when the
crash cart is used for an emergency situation,
when the Contract Pharmacist checks the
medications within the cart, or when the licensed
nurse does the assessment for expired
medications and supplies. The reason for the
lock being broken is documented on the
above-mentioned log sheets.

D. A list of the medications and supplies is
located on top of the Crash Cart along with the
expiration dates.

E. The Crash Cart is centrally located at the
Nursing Station.

F. While patients are being cared for, at least one
staff member present in the __ (center), is trained
in ACLS. All staff members involved in the
nursing care of the patient will be BCLS (Basic
Cardiac Life Support) certified.

2. Medication Carts:
A. A medication cart, also known as the
Anesthesia Cart, is located in each of the
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operating rooms. The medication cart contains
supplies and medications as requested by the
Medical Staff as listed in __ (center) Formulary.

B. A medication cart is located at the Nursing
Station. This cart contains the same medications
as in the Anesthesia carts and may contain stock
supplies of medications. A drawer in this cart is
designated as the "Hyperthermia" drawer and it
contains the medications and supplies needed
only for the treatment of hyperthermia.

C. The medication carts are locked and secured
at the end of the surgery day by the licensed
nurse. The keys to the medication carts are
placed in the locked cabinet, which is located at
the Nursing Station."

CPT #17139
Severity: 2 Scope: 3

A165 NAC 449.9905 Pharmacist Required A165

3. Drugs requiring refrigeration must be stored in
a locked refrigerator or a refrigerator in a locked
room. food must not be stored in this refrigerator
except for food used as a vehicle for the
administration of drugs.

This Regulation is not met as evidenced by:
Based on observation and document review, the
facility failed to properly store medications
requiring refrigeration.

Findings include:
Observation
On 02/05/08 in the morning, in the pre-op area,

the eye medications phenylephrine 2.5% solution
and proparacaine .5% solution were observed
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5. Drugs may not be kept in stock after the
expiration date on the label. Obsolete,
contaminated or deteriorated drugs must be
destroyed.

This Regulation is not met as evidenced by:
Based on observation, interview, and document
review, the facility failed to remove expired
medications from its stock.

Findings include:

Observation

On 02/07/08 between 3:30PM and 5:00PM, eight
vials of tobramycin (lot#05A105) 80mg
(milligram)/2ml (milliliter) expired 01/08 were in
stock on the medication shelf.

Interview

On 02/07/08 in the afternoon, the contracted
pharmacist confirmed the tobramycin should
have been removed.
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stored in an unrefrigerated container.
The information on the eye medications indicated
they should be stored between 36 and 47
degrees Fahrenheit.
Document Review
The Care of Patients: Outdated Medications
policy (#315B) dated 4/29/05, documented "...
Appropriate storage conditions will be maintained
(i.e.: refrigeration)..."
Severity: 2 Scope: 3
A167| NAC 449.9905 Pharmacist Required A167
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NAC 449.9812 (NRS 449.037) (approved 3/6/08)
Program for Quality Assurance

5. The facility shall establish and maintain an
infection control program designed in accordance
with acceptable standards of practice to prevent
the development and transmission of disease and
infection.

Based on interview and document review, the
center failed to ensure an Infection Control
Program and Plan was implemented.
Findings include:

Policies and Procedures

Subject: Infection control program and plan;
infection committee. revised 10/12/00.
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A167| Continued From page 38 A167
Document Review
According to the facility's signed contract with its
pharmacist dated 12/18/06, the eighth job
function of the contracted visiting pharmacist was
"removal of drugs from stock after the expiration
date on the label."
According to the facility's policy #315 dated
06/15/00, policy subject: Care of patients:
Storage of medication section 4 states
"medications ... will not be kept in stock after the
expiration date on the label ..."
CPT #17139
Severity: 2 Scope: 3
A9999 Final Comments A9999
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Policy:
"The (name of the center) proactively has an

Infection Control Program and Plan to prevent,
identify, control and reduce the risk of the
occurrence of infection for and among patients,
staff members, surgeons, contracted services
workers and visitors. The Program has a follow
up surveillance tool to assure that all patients are
included in the Infection Program.

Infection Control Committee:

1. The Governing Body has established an
Infection Control Committee. The purpose of the
Committee is to execute an effective infection
control program and to assure the Plan is
followed.

2. The Infection Control Committee will establish,
review and approve policies and procedures for
all matters regarding infection control at the
center.

A. Membership: The committee shall consists of
the Infection Control Chairperson, the
Administrator, Medical Director, contracted
Pharmacy Services, and contracted Cleaning
Services, and contracted Biomedical Services.
Other guest (s) may be invited to attend the
meetings.

B. Authority: The Committee, through its
Chairperson and/ or Medical Director, has the
authority to institute any appropriate control
measure (s) for studies when there is a reason to
believe an increased risk or danger to patients or
staff members exists. Any services (s) affected
prior to implementation whenever possible. The
Chairperson may act as an agent for the Infection

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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A9999 | Continued From page 40 A9999

Control Committee. Authority is delegated tot he
Chairperson and to all staff members responsible
for patient care to report any actual or suspected
infections. If this authority is exercised, the
attending surgeon or anesthesiologist must be
notified. Any physician who requires validity of the
necessity of the above will speak directly with the
Chairperson.

D. Meetings: The Committee will meet at least
quarterly and keep sufficient records to document
and to report to the Governing Body its activities,
findings and recommendations. The Committee
will report applicable findings and
recommendations to other committees as
necessary.

Based on interview and document review, the
center failed to ensure the Infection Control
Program and Plan was initiated.

Findings include:

There was no documented evidence to verify the
Infection Control Program and Plan was initiated
by the Governing Body. There was no quarterly
meeting minutes available for review.

Interview

On 2/7/08, the designated director of nursing
indicated there was no infection control program

and plan in place.

Severity: 2 Scope: 3
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